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{L 000} INITIAL COMMENTS {L 000}

 This was a revisist for a federal and state 

hospice complaint investigation.

Complaint ID # IN00163364 - Substantiated: 

federal and state deficiencies related to the 

allegations were cited. Unrelated deficiencies 

were also cited

Facility # IN005811

Medicaid # 200141660

Survey Date 4/20/2015

During this survey, 2 Conditions of Participation 

and 9 standard level deficiencies were found 

corrected.

Indiana University Health Hospice is in 

compliance with the Conditions of Participation 42 

CFR 418.
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days following the date these documents are made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued 

program participation.
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